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X. Home Health Agency Services 

(1) The following home health services are paid in accordance with a fee schedule 

established bythe state Medicaid agency, notto exceed billed charges: 


Skilled Nursing 

Home Health Aide 

Medical Social Service 

Physical, Occupational and Speech Therapy 


(2) Enteralnutritionalproductsanddisposablemedicalsuppliesshall be reimbursed 

based on costs as submitted on an annual cost report. Providers shall be paid an 

interim rate determined by multiplying
a provider’s facility-specificcost to charge ratio by 
its billed charges. Interim payments shall not exceed submitted chargesand will be 
settled back toactual cost at the end of the home health agency’sfiscal year, subject to 
lower of costs or charges. Interim payments will be settled backto allowable cost within 
18 months following the end of the agency’sfiscal year. Allowable costs will be based 
on audited or desk reviewed cost reports and determinedin accordance with Medicare 
reimbursement principles. Cost reportsfor each of the home health agencies described 
in sections (3),(4), and (5)must be received by the Department within five(5) months of 
the close of the agency’sfiscal year (May 31). 

Public providers will not be subject to be reimbursedthe lower of cost or charges and will 
their total allowable cost for enteral nutritional and disposable medical supplies. 

(3) Payment to a new home health agency for the services described in (1) will be in 
accordance with the methodology describedin (1). New home health agencies will be 
paid for enteral nutritional products and disposable medical supplieson an interim basis 
by multiplyingtheir billed charges for these productsby seventy (70) percent. A new 
home health agency will be held to the seventy(70) percent threshold untila cost report 
is received by the state Medicaid agency.A home health agency that did not participate 
under the current ownership a previous ownershipin the prior year willbe considered 
a new home health agency. A new home health agency will be reimbursed as described 
above until a cost report is receivedby the department, no later than May31 prior to the 
rate year beginning July1. 

(4) Payment to an out of state home health agency for the services described in (1) 
will be in accordance with the methodology describedin (1). Out of state agencies will be 
paid for enteral nutritional products and disposable medical supplies by multiplying billed 
charges by eighty(80) percent. 
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(5) 	 Forhomehealthservicesprovidedbylicensedcountyhealthdepartment 
home health agencies, a supplemental payment which representsthe 
difference between the estimated costsof home health services for the 
eight month period beginning November ,12002 and ending June 30, 
2003 and the amount of payments made the Department for these 
services under the flat fee reimbursement as describe in (1) will be made. 

Using cost reports filed with the Department, the Department will calculate 
the unit cost for a service listed under (1) and compare the unit cost to the 
rate per unit as described in (1). The supplemental paymentwill equal the 
difference between the cost per unit of service multiplied bythe number of 
units of service provided during the period.In this way, the Department 
shall assure public providers reimbursement for their total allowable costs. 

If a provider's costs as estimated from the annual cost report are less than 
the estimated payments, the Department will recoup any excess 
payments. 

(6) 	 ServicesprovidedbyCountyHealthDepartmentHomeHealthAgencies. 
For the fiscal period beginning July1, 2003and for subsequent periods 
beginning July1, supplemental payments willbe made on a quarterly 
basis. The supplemental payments will be compared to the provider's 
annual cost report and adjustments made as described in(5) above. 
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